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CHURCH-BASED HIV PREVENTION PROGRAMS IN THE AFRICAN-
AMERICAN CHURCH: A SCOPING ANALYSIS 
 
DONOVAN DOWERS 
 
ABSTRACT 
 
In lifetime risk for Human Immunodeficiency Virus (HIV), Black men who 
have sex with men (BMSM) are at the greatest risk of all demographic groups. 
Creative modes of engagement have been established to reach this group in 
prevention efforts, including prevention programming in community-based 
organizations such as churches. Church-based HIV prevention is an emerging 
area of research and existing studies fall into one of three categories: BMSM’s 
perspectives on church and church-based HIV prevention, church leaders’ and 
members’ perspectives on HIV prevention in their congregations, and reported 
outcomes of HIV prevention interventions that have been conducted in church 
settings. Given the paucity of research in this area, a scoping analysis was 
conducted to survey the existing studies in order to identify overarching themes 
and gaps for future research efforts. In a review of the research, facilitators and 
barriers to successful implementation of HIV programming in churches emerged. 
Prominent barriers were stigmatizing sermons given in church and pastoral 
denial that HIV is a relevant issue to the Black community. Facilitators reported 
commonly were BMSM’s comfort found in faith and a pastor’s blessing of HIV 
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prevention efforts in churches. Interventions primarily reported lessons learned in 
implementation of church-based HIV programs. A frequently reported lesson 
learned was the importance of close collaboration with participant churches to 
develop program curricula that were effectively couched within church doctrine, 
and that would be received well by church members. Some interventions also 
measured intervention efficacy outcomes, one of which showed a statistically 
significant decrease in HIV stigma post-intervention. This research has important 
implications for the effective development, implementation, and reporting of 
outcomes for future, church-based HIV interventions. As research in HIV 
prevention in the church continues to develop, it may be able to serve as a 
template for other community-based HIV prevention efforts and open doors for 
inclusion of other high risk groups such as injection drug users and sex workers.  
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INTRODUCTION 
 
Of every two Black men who have sex with men (BMSM), one will 
experience an HIV infection within his lifetime. Compared with the same criteria 
for White men who have sex with men, only one out of eleven will experience a 
HIV infection within his lifetime.1 Given these statistics, there is a clear 
disproportionality of BMSM in lifetime HIV risk and a need for creative ways to 
reach this group in prevention efforts. One type of intervention that is 
understudied but gaining interest is African American church-based studies that 
target BMSM in HIV prevention efforts.2,3 The Black church has been identified 
as an important social construct in the lives of its congregants.4,5 Statistics show 
that 91% of African Americans indicate that religion is an important part of their 
lives. Within the 78% of those who indicated this, 58% attend church on a weekly 
basis.4 The Black church is a sociopolitical hub for African American 
communities, providing close networks of friendship, support, and refuge from 
prejudice and marginalization.6–8   
It is for these reasons that the Black church has been suggested as an 
ideal conduit for community-level HIV prevention efforts. Yet, there exist many 
barriers that may inhibit churches from engaging high risk individuals.9 
Conversely, high risk individuals, namely BMSM, have their own barriers to 
church participation which may dissuade them engaging in church-based HIV 
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programming.10 For churches, common barriers that have been documented in 
the literature are HIV-related stigma, lack of church leader/church body HIV  
education, lack of church leader initiative to create programming, and limited 
funding.11,12 For BMSM, studies have found barriers to church involvement such 
as stigmatizing sermons and other messages broadcast from the pulpit, resulting 
in internalized homophobia and exclusion from church functions.13,14 
In the existing literature on this topic, three main types of studies exist 
which may help to underscore the complexity of factors to be considered when 
designing effective church-based HIV interventions. First are studies that 
describe how BMSM’s experiences in church have shaped their self-image and 
willingness to continue participating in church activities, despite stigma. A second 
type of study is that which summarizes faith leaders’ reflections and perceptions 
on HIV prevention in the context of church, some with particular consideration of 
BMSM. Lastly, a third type of useful study is that which summarizes the 
successes, failures and future aims of congregation-based initiatives. In 
considering church-based HIV prevention from this three-pronged approach at 
the individual, congregational, and intervention levels, analyses can be 
conducted to evaluate the needs of BMSM, the abilities of the church to meet 
these needs, and whether the needs and abilities of both have been put into 
practice successfully in intervention efforts.  
 Specifically, this body of research will consider existing studies and the 
facilitators and barriers documented to creating effective programming. 
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Facilitators are factors which make churches more likely to host programming or 
BMSM more likely to engage programming, barriers are the converse. In 
consideration of these facilitators and barriers, common themes and 
discordances will be discussed between individual and congregational 
perspectives. Analyses of strengths and weaknesses of intervention studies and 
their consideration of these facilitators and barriers in their design will be 
considered. Given the paucity of research in this field and the varied populations 
surveyed, a scoping analysis method is the most appropriate for evaluating the 
existing research on church-based interventions. A scoping review is a research 
method which is used to summarize a range of data in order to examine the 
breadth and depth of a given field and identify gaps in the research.15 In 
summary, this body of research is a scoping analysis of church-based HIV 
programming and serves to provide a comprehensive examination of all three 
levels of engagement and possibilities for future research.  
 
PUBLISHED STUDIES 
 
The initial research questions at the outset of data review were:  
 
1) “What is known about BMSM and their differing levels of church involvement 
as a result of their past experiences in church?”  
 
4 
2) “What is known about church leaders and their congregations in regards to 
their acceptance of BMSM or readiness to implement HIV programming?”  
 
3) “What church-based HIV programming has been done and what were the 
lessons learned?”  
 
With these questions in mind, inclusion criteria were developed to screen 
out studies which did not answer one of these three questions. For question 1, 
studies were included in which BMSM were participants and reported on their 
engagement with church. Studies included for question 2 reported perspectives 
from Black church leaders, congregants, or both on BMSM participation and/or 
HIV programming in their churches. Lastly, question 3 included implementation 
and efficacy studies on church-based HIV programs conducted in Black 
congregations. 
 The researcher began data collection based on these criteria with a 
PubMed search to obtain a general sense of the contents of existing studies 
published between January 1st, 2000 and February 1st, 2018. The search term 
used was: “HIV Stigma Religion.” Based on the results of the search query, 
exclusion criteria were developed to further focus the sample. Exclusion criteria 
were any studies which were conducted outside of the United States and any 
that did not give attention to or address BMSM in their samples. From the initial 
search results, an additional screening of studies was done based on titles and 
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abstracts using the inclusion and exclusion criteria. In order to include eligible 
studies not already in the screened sample, natural word searches were 
conducted in Pubmed. The researcher read texts of the remaining studies to 
identify and extract relevant findings (facilitators, barriers, and lessons learned 
from interventions). From the evidence gathered, the researcher synthesized and 
interpreted findings to identify implications, limitations, and gaps for future 
research efforts in church-based HIV prevention.  
 
RESULTS 
 
 After filtering the initial search results through the inclusion and exclusion 
criteria, the overall sample yielded 37 studies conducted at the individual level 
(N=9), congregational level (N=14), and interventional level (N=14). The locations 
of these studies ranged from coast to coast and from urban to rural populations. 
Studies analyzed at the individual level were based on qualitative data gathered 
from interviews and focus groups conducted with BMSM participants. These 
studies capture the positive and negative aspects of church involvement within 
BMSM narratives while illuminating common themes. Participant demographics 
varied between studies but all were BMSM. Some studies included BMSM who 
were HIV positive, bisexual, or younger in age. The number of participants in 
studies ranged from n = 10 to n = 31.  
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 Studies conducted at the congregation level were divided by type into two 
categories. The first are studies conducted in focus groups and in one-on-one 
interviews with faith leaders and congregation members (N=11). The second type 
of study are those which gathered data on congregational attitudes towards HIV 
programming via surveys and questionnaires (N=3). These studies summarize 
the attitudes and perspectives of church leadership and congregants about HIV 
as a disease, and about HIV prevention programming in their churches, both with 
reference to BMSM. The number of participants in these studies ranged from n = 
7 to n = 1747.  
 In studies on church-based HIV interventions, there were two primary 
outcomes reported: implementation successes and failures, as well as 
quantitative measures of efficacy. Some studies reported only implementation 
pearls (N = 3); other reported quantitative outcomes as well (N = 7).   
 Through qualitative analysis of the studies, key facilitator and barrier 
themes were gathered for BMSM involvement in church or religious and spiritual 
practices. Two overarching themes emerged as barriers:  
 
1) Stigmatizing language in church and negative religious messaging (N=7) 
 
2) Resulting internalized stigma (N=7). These barriers and their effects on BMSM 
are described below.  
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Will they come?: Barriers to Engagement of BMSM in the Church 
 
Barrier Theme 1: “We ain’t hatching no faggots in here”: Stigmatizing Language 
in Church 
When evaluating qualitative research focused on BMSM’s experiences 
with church, several salient themes came to light, most of them containing the 
overarching theme of religious stigma. Studies reported that this stigma came 
from church leadership, fellow congregants, and from within their own religious 
homes. BMSM reported experiencing stigma through spoken language and 
through interpersonal interactions in church services.10,13,14,16–20 Reported stigma 
ranged in severity from church gossip to blatant exclusion from church 
activities.10,14,20 In most studies, sermons included condemnation of homosexuals 
and of any sexual practices outside of the confines of marriage.13,14,16,17 Pastors 
and clergyman delivered these messages by expressing that hell is eminent for 
those who partake in homosexual activities, per the scriptures.10,14,16,17 Several 
studies also reported that some BMSM, in their accounts of their interactions with 
church, described their homosexual orientation as a “lifestyle,” an association not 
uncommon to church teachings rooted in stigma.13,16,21,22 In some cases, pastors 
were reported to have claimed that conversion to heterosexuality was not only 
possible but that it had been done before.17 
While most BMSM reported that anti-homosexuality sermons were 
couched in religious jargon, one narrative described a pastor delivering a sermon 
8 
using vulgar language by saying, “We ain’t hatchin’ no faggots up in here”—to 
which the congregation then responded, “Amen!”14 This was not an isolated case 
of pastors going “off-script” and away from biblical ideas in their sermons. One 
study describes sermons and religiously-tinted hurtful experiences laced with 
fear-based misinformation on HIV and the populations it effects. In these 
sermons, pastors designated HIV/AIDS as a “gay disease” which was predictive 
of an eternity in hell.14  Some BMSM participants were exposed to similar 
comments, but in their homes. One study reports BMSM’s family members 
saying that HIV/AIDS is God’s punishment for them as gay men.23 Extreme 
cases of hate speech emanating from the pulpit were not uncommon. In one 
such instance, a BMSM study participant described his experience at the funeral 
of a friend who had died of AIDS. During the service, the pastor of the church 
proclaimed that the person who had died was now in hell.14 Another study 
described a participant’s narrative that a trans-woman friend had been killed and 
no church would accept her body for a funeral because she was transgender.19  
 In two studies BMSM reported conceptualizing their pastors as direct 
conduits of God’s judgment regarding their homosexuality. These studies 
reported that participants talked about their pastors as if they were “God’s 
messengers,” considering clergy to be a mouthpiece of God’s disapproval of their 
“lifestyles”.10,14 BMSM described this association as perceiving their pastors as 
the gatekeepers to their salvation, and that if their sexual choices went against 
what was being preached, then they would receive eternal consequences 
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accordingly. Studies described BMSM’s internal dissonance between their sexual 
lives and their perceived judgement by the pastors of their churches. This 
perceived role of church pastors as rejecting their sexual identity through hate 
speech was reported to have led to further internal stigmatization of sexual 
identity.10,14 
Studies reported that the stigma against BMSM not only came from the 
pulpit, but also from the pews. BMSM experienced a variety of negative 
comments from other church members, ranging from obvious to subtle. Studies 
describe looks, church gossip [about their sex lives], whispers, and blatant verbal 
reprimands and attacks.10,13,14,17,19 In one study on Black bisexual MSM, 
participants described verbal attacks from church members suggesting that 
bisexuality was, in effect, worse than homosexuality, and was less well 
understood on the whole.18 Two studies reported BMSM narratives that their 
churches encouraged their participation in choir, music ministries, and other 
creative church activities, yet their sexual preference was not allowed to be on 
display.14,19 Another study reported narratives that being gay in the Black church 
was something that transcended racial barriers and could easily create a wall 
that other issues could not.16   
  
Barrier Theme 2: “I am an abomination”: Resultant Internalized Stigma  
Studies report that the religious stigma BMSM felt from multiple angles led 
to internalized stigma.10,13,14,16,23,17 This stigma not only emanated from within the 
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church walls, but from within the homes of their religious families.10,14,16,23,17 
Some BMSM felt that their churches and families informally imposed “don’t ask, 
don’t tell” codes of conduct around the issue of homosexuality, and that any 
public indication of homosexuality inside of the church walls was unacceptable. 
Studies report many BMSM feeling as though they needed to “act straight” at 
church to avoid susceptibility to stigmatic attitudes.16,17 One study refers to this 
practice as “role-flexing,” noting a shift between public and private presentations 
of self between friend group settings and religious settings.16 These changes 
included changing tone of voice, modifying dress, and playing up a more 
masculine persona.10,16,17,23 Some BMSM were content with this need to hide 
their sexuality and role-flex to avoid stigma.10,16,17 These BMSM continued to 
ascribe to the same spiritual traditions and teachings, reaffirming for themselves 
the stigmatizing views with which they had for so long been confronted.10,16,17 
Others were fed up with inner and outer clashes of their sexuality with church 
stigma, and ultimately decided to leave the church altogether.10,13,14,20  
 
Will they stay?: Facilitators to Engagement of BMSM in the Church 
While many BMSM had extremely negative experiences due to religious 
stigma in and out of church, many reported positive memories of and interactions 
with church and religion. Due to these factors some BMSM maintained church 
involvement or a connection with religion and spirituality, despite the stigma 
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(N=5). These factors will be referred to as facilitators. Two salient facilitators 
were:  
 
1) Comfort found in spirituality, religion, and a relationship with God (N=4) 
 
2) Positive relationships with other members of the church body (N=2).  
 
These facilitators and their effects on the lives and church involvement of 
BMSM are described below.  
 
Facilitator Theme 1: “My faith is my rock”: Finding Comfort in Relationship with 
God 
Studies show that some BMSM reported comfort found in their faith and in 
God to be an important part of their lives. Some called this faith, others called it 
spirituality.13,14,16,17 BMSM described their faith as a source of strength in getting 
through times of trial and marginalization due to stigma. Others suggested that 
their faith in God had protected them from HIV infection and other negative life 
circumstances or had helped them cope with their status if they were HIV 
positive.13,17 For BMSM study participants who were HIV positive, one study 
reported that their faith helped them in disclosing their status and in coping with 
the initial HIV diagnosis.16 Some studies reported BMSM narratives of 
comforting, nostalgic feelings regarding growing up in church. Yet, these feelings 
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were reported as dissonant with the emotional self-appraisal of BMSM’s 
stigmatizing experiences in religious settings.13,19 Despite the dissonance, some 
BMSM continued to attend church services, some with congregations like the 
conservative churches they grew up in, and others in more LGBT-affirming 
churches. However nearly all men interviewed in these studies continued to 
practice spirituality, either in church or just privately if they stopped attending 
church.13,14,16,17,20  
In continuing to engage with church, BMSM found spiritual rituals and 
practices beneficial to their well-being. Some examples of reported helpful 
practices were prayer, singing worship songs, meditation, and study of the 
Bible.13,14,16,17,20 Some BMSM were able to reconcile their religious and sexual 
identities, believing that God approves of them and that the negative messages 
preached to them at prior points in their lives did not align with their current, more 
positive self-images.14,16,23 These BMSM were able to mitigate the two opposing 
forces of their religious upbringing and to hold onto their spirituality as “publically” 
gay men.14,17 
 
Facilitator Theme 2: “My family includes those that go to my church”: Positive 
Relationships with Fellow Congregants  
In some studies, many BMSM felt positive interactions with people at 
church and considered their church community a close knit group.14,16 This 
feeling of connectedness was reported to offer emotional support, cultivation of 
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talents, and a sense of personal identity with the church.13,14,16 Some BMSM 
even reported church to be a place to socialize and even develop romantic 
relationships with other gay parishioners.14 Some reported finding partners there 
as well as friends. One study reports these positive relationships and interactions  
with church members as well as with clergy and pastors.16 
 
 
Table 1. Facilitators and Barriers to BMSM Involvement in Church-based 
HIV Programming as Reported in Studies with BMSM Participants 
 
 Barriers  Facilitators  
 
 Stigmatizing Language in Church  
o Sermons and Negative 
Religious 
Messaging10,13,14,16,17,19,20  
 Designation of HIV/AIDS as 
a gay disease14,16  
 Pastors considered as God’s 
messengers/direct conduit of 
God’s judgment10,14  
 Preaching that conversion to 
heterosexuality is possible17  
o Stigma felt from other church 
members10,13,14,17,19,20 
 Resultant Internalized HIV 
Stigma10,13,14,16,17,19,23   
o Changing dress, appearance, or 
mannerisms in church10,14,16,17   
o Internal conflict of sexual and 
religious identities10,13,16,17,19,23  
o Stigmatizing ideas reinforced at 
home10,14,16,17,23  
o BMSM calling their homosexual 
orientation a “lifestyle” or a 
choice13,16 
 Discontinuation of church 
involvement10,13,14,20   
 Comfort found in God 
and Faith13, 14,16,19  
o Sense of nostalgia 
from religious 
upbringing13,19  
o Comfort in 
spiritual/religious 
identity13,14  
 Spiritual 
Practices13,14,16,20 
o Prayer, worship, 
Bible study, and 
attending 
church13,14,16,19,20  
o Participation and 
enjoyment in church 
activities14,17,19 
 Positive relationships 
with other church 
members14,16  
 Positive self-image as 
BMSM as a result of 
spirituality14,16 
In
d
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u
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How does the church shut out BMSM?: Barriers to Church BMSM Inclusion 
and HIV Programming 
The second type of study examined were those conducted in interviews, 
focus groups, and surveys reporting insight of church pastors or congregants on 
HIV programming in their congregations, some with reference to BMSM. In 
review of this research, several main barriers were common to multiple studies. 
Key themes were: 1) Ignorance or denial of the disproportionate prevalence of 
HIV infection in BMSM as compared with the general population, and some more 
specifically within their own communities (N=5), 2) Biblical and/or doctrinal 
limitations to program implementation (N=7), and 3) Financial limitations (N=4). 
These church barriers are described below along with their potential for impact 
on HIV program implementation.  
 
Structural Barrier Theme 1: “I haven’t even considered HIV as a priority for my 
congregation”:  Ignorance and Denial of the Magnitude of the HIV Epidemic in 
BMSM   
Ignorance of the magnitude of the HIV epidemic and lack of education 
regarding HIV transmission were two of the most salient barrier themes for 
churches.9,24–28 More specifically, some congregations included in these studies 
considered HIV to be low on the list of priorities to be addressed by the church, 
despite the disproportionately high prevalence of HIV/AIDS in the Black 
community.1,9,25,27 Some church leaders claimed ignorance of the incidence of 
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HIV within their own geographical communities, but others were simply in denial 
about the issue or chose to focus their church’s efforts on other health and social 
or medical issues instead.9,24 Of those that were neither ignorant nor in denial, 
pastors cited discomfort in discussing HIV as a topic in church and felt various 
barriers to bringing it up. Studies show that a main barrier originated from a fear 
that by promoting HIV prevention in church, congregants might perceive that 
clergy were endorsing homosexuality or extramarital sex.21,27,28,  One study noted 
that the African American church has had a traditionally rooted hesitancy to talk 
about tough and painful topics affecting their communities, and many 
congregations choose to focus more heavily on the positive, even when the 
negative may have been gravely affecting their friends and family.27  
  
Structural Barrier Theme 2: “The Bible is very clear about the issue of 
homosexuality”: Biblical and Doctrinal Limitations  
 Some studies report strong doctrinal and biblical barriers to implementing 
HIV programs in churches.  The most prominent themes are biblical 
admonishment of homosexuality and extramarital sex. Church leaders felt they 
could not in good conscience preach sermons around HIV prevention nor 
implement HIV programming, expressing concern that the discussion of 
homosexuality and condom usage could be seen to encourage congregants to 
partake in these activities.9,11,21,28,29 For some churches that were ambivalent 
about implementing programming or who had attempted to previously, there was 
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a glaring lack of inclusion of LGBT people in these efforts.29 This study proposed 
HIV church programming limited to discussions of maternal and child health 
risks.29  
These biblical and doctrinal barriers to HIV programming implementation 
were largely due to the rigid theological teachings of these pastors.  This may be 
explained by the clerical belief that the Bible’s references to the sinful nature of 
homosexuality are literally and infallibly true, as one study describes.21 Pastoral 
tendency to preach homosexuality in this way was referred to as “scape-goating.” 
This term is defined as preaching a harsh, literal concept from the Bible and 
following up the lesson with an aside that the pastor is “just the messenger” for 
these alleged spiritual truths.21  
When church leaders weren’t criticizing homosexuality biblically, studies 
reported other arguments for the origin of this sexual “sin.” This idea behind the 
origin of homosexuality is further nuanced in several studies where church 
leaders refer to homosexuality as a lifestyle and “gay by choice, not by 
design.”21,22 One study captured a pastor’s narrative that homosexuality’s roots 
are in fatherless homes, sexual abuse, or manipulation by gay predators.21 One 
of these studies cited sermons proposing that there is an obligation  to “save” gay 
individuals from their lifestyle through salvation, suggesting that they can be 
brought out of it through conversion.21 While these studies represent highly 
polarized church principles regarding homosexuality, they do not represent all 
studies in this review. Some church leaders had a greater level of ambivalence 
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about homosexuality and HIV programming, illustrated by a more empathetic 
regard for the effect of HIV within their communities. However, these studies 
reported that some faith leaders’ doctrinal teachings still overrode their initiative 
to implement programming.11,12,22 
In addition to the stigmatizing biblical ideologies regarding homosexuality, 
studies also report ways in which these stigmas affect how BMSM are treated in 
the Black church. Several studies cited the dismay which pastors and church 
members felt in reaction to any outward shows of gayness by BMSM in church 
settings. Examples cited were male flamboyance or bringing a same sex partner 
to church.21,22 In a different study, pastors reported instances of their 
parishioners’ deeply rooted stigma towards people living with HIV, stating that 
some congregants would not eat food brought to church gatherings if it was 
made by HIV positive members. Others described half-hearted hugs, 
handshakes, and hellos towards these congregants in addition to avoiding sitting 
next to them in the pews.24 
 
Structural Barrier Theme 3: “There’s no room in the church budget”: Financial 
Limitations  
 Beyond biblical and doctrinal limitations, studies show that churches cited 
financial limitations as a significant reason for their lack of willingness to 
implement HIV programming.12,24,27,30,32 Within this constraint there were several 
nuanced themes. One theme was churches claiming insufficient internal funds to 
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start such programming. Pastors explained that due to budgetary constraints, 
there was little or no room for HIV/AIDS programs.12,27 Other churches, perhaps 
in a more contemplative stage of readiness to implement programming, stated 
that they would need to secure additional funding through either grants or other 
public and private funders which could be applied toward programming. This 
included citing a need for technical support in grant writing and expertise in 
navigating the public health sector.27,30 Other pastors expressed a different 
reason for their financial limitations. Some believed that if they preached about 
HIV or implemented programming, then this would stunt the amount of money 
they would receive in tithes, or could decrease church attendance.27  
 
Can the African-American Church Welcome and Maintain BMSM 
Members?: Facilitators to BMSM Inclusion and HIV Programming.  
 While many barriers emerged in studies with a church focus, facilitators 
were also present in interviews and focus groups. These factors showed more 
open attitudes towards implementation of HIV programming and inclusion of 
BMSM in those efforts. Two salient facilitating themes were:  
 
1) Pastoral blessing of HIV prevention efforts (N=4)  
 
2) Pastoral and congregational HIV education (N=4)   
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Structural Facilitator Theme 1: “If the pastor blesses it, the church will fall in line”: 
Pastoral Affirmation of Efforts  
In several studies, the pastor’s blessing was cited as a crucial step in 
moving forward with HIV prevention efforts. If the pastor was behind the effort, 
then it would more easily gain momentum. Clerical authority was a common 
theme in several studies and was cited as a conduit to influencing movement in 
the church body toward implementation.27,29,31 In some studies, pastors spoke 
passionately about their involvement in healthcare ministries for disease 
prevention and education about conditions including hypertension, diabetes, and 
heart disease. In churches with existing health ministries which have pastors 
passionately advocating for these efforts, there may a higher likelihood to 
implement HIV programming.25,27,30  
In addition to pastoral support, studies suggested that reframing the issue 
of HIV/AIDS in terms of a public health/wellness issue could mitigate the doctrinal 
limitations by taking focus away from the issue of homosexuality.24,25,27,30 
Suggestions included framing church-based HIV programs so that the emphasis 
is placed on health in terms of mind, body, and spirit—rather than just on sexual 
health.24,27 One study reported that for ministry focuses to take hold and be 
successful, church members must look past how a person was infected with HIV 
and focus solely on helping them move forward.27,32 Another suggestion church 
leaders reported was to stop preaching on homosexuality issues altogether to 
avoid stigmatizing LGBT people. 21,27  
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 Studies also showed that church members and pastors viewed 
collaboration with the outside community as a crucial component in implementing 
HIV programming. Collaboration with community partners was defined as a need 
for harnessing outside expertise, financial guidance, and getting connected with 
HIV positive individuals who could benefit from programming.9,11,27,29,32 
Partnerships with other churches were also discussed as a valuable facilitator in 
HIV programming. Studies referenced the close-knit social network of the Black 
church and its central nature to the lives of its church members. This was 
suggested as a facilitator for intercongregational peer pressure between 
churches that could encourage other Black churches to follow suit in making HIV 
outreach and programming a priority.29 Churches also stated that including HIV 
positive individuals in ministry efforts and providing them a platform to tell their 
stories could also spark more support for programming.27,32   
 
Structural Facilitator theme 2: “We’d like to at least know more about it”: Desire 
for HIV Education for Pastors and Members. 
Proximity to someone who is HIV positive was stated as a facilitator to 
programming, as was the level of HIV education among church members and 
clergy.24–26,29,32,33 Education is an important mitigating factor and many clergy 
and church members requested more HIV education, some stating that they did 
not know much about HIV except that in their minds it was associated with 
homosexuality.11,29,32 In regards to formal education, of both clergy and 
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congregants, those that had higher levels of formal education were less likely to 
have stigma towards HIV and were more likely to have talked about HIV at  
church.26,28 
 
Table 2. Facilitators and Barriers to Church Initiation of Church-based 
HIV Programming, as Reported in Studies with Pastor and Church 
Member Participants 
 
 Barriers Facilitators 
  Ignorance or denial of HIV epidemic 
in Black church 
community9,24,25,27,28 
o Level of congregant/pastor 
education26 
 Biblical and Doctrinal 
Limitations9,11,21,22,27,28,29  
o Fear that promotion of church-
based HIV programs would be 
contradictory to biblical stance on 
extramarital sex and/or 
homosexuality9,11,21,27,29    
o General discomfort with 
discussing HIV in faith 
setting9,21,22,27,28,29 
o Unwanted shows of 
homosexuality in church (“Don’t 
ask, don’t tell mentality”)21,22   
o Deeming homosexuality as a 
lifestyle choice21,22   
 Financial Limitations12,24,27,30  
o Lack of funds in church 
accounts12,27  
 Needed support for securing 
outside funds12,29,30  
o Worries of decreased tithes and 
church attendance27 
 Irrational fear of transmission from 
congregants9,24 
 
 Pastoral blessing of 
HIV prevention 
efforts11,27,29,30  
 Reframing HIV as a 
public health issue or 
in terms of holistic 
health and not as a  
sexual/moral 
issue24,25,27,30 
 Churches with existing 
health (or HIV) 
ministries25,27,30,32  
 Desire for pastoral and 
congregational HIV 
education11,27,29,32  
 Partnership with 
outside organizations 
in HIV 
programming9,11,27,29,32  
 Knowing someone who 
is gay and/or HIV 
positive in church or 
out of church and 
including them in 
programming24,25,26,29,32
,33   
 Level of 
congregant/pastor 
education26  
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Can the African-American Church Rise to the Challenge of Implementing 
HIV Programming?: Interventions  
While the majority of studies reviewed were based on interviews and focus 
groups conducted with clergy, lay church members (non-MSM, HIV negative), 
and BMSM (including HIV positive) members, there have been several 
interventions conducted in churches which reported HIV testing (N=4), stigma 
reduction (N=5), and HIV education (N=5). In this section, implementation 
outcomes will be discussed as will lessons learned.   
 
Intervention Outcomes and Measures  
Of the six interventions present in the literature, five of them reported a 
stigma reduction component. In these studies, this component was implemented 
by various methods including sermons focusing on HIV, HIV education, and role-
plays to simulate empathetic interaction with HIV positive persons, among others. 
Only four of the interventions included an HIV testing component in their model to 
accompany stigma reduction and education elements.  
 
Quantitative outcomes 
In terms of quantitative outcomes, the studies varied on which parameters 
of stigma reduction or implementation were measured. Three of the studies 
directly measured reduction in HIV stigma among congregation members, and 
only one study found statistically significant decreases in stigma during post-
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intervention surveys of church members who participated in the intervention pilot 
test (-.70 in intervention groups vs. -16 in control groups, adjusted p < 0.05); the 
other two reported non-significant reductions from baseline in post-intervention 
data collection.34-36 Other quantitative measures reported include feedback on 
the interventions from participating church members and measured rates of HIV 
testing post-intervention. For participant feedback, one study reported 
participants’ increased exposure to HIV prevention programming, increased 
belief that HIV should be discussed in church, and feelings that HIV testing 
should be offered in church settings.37 Another study measured pastor comfort in 
discussion of HIV with adolescents at baseline and then post-intervention. 
Results showed that pastors were more comfortable post-intervention discussing 
HIV. Pastor comfort was measured on a scale of 1 to 5, one being not 
comfortable and 5 being extremely comfortable. In data from brief pre- and post-
intervention assessments, pastor comfort level increased from 2.88 to 3.88 
(statistical significance was not assessed for this measure.) This particular study 
also measured adolescent responses to HIV education classes including uptake 
of information on transmission, negotiating with partners, and condom usage. 
When participating adolescents were measured post-intervention for their 
accuracy of HIV knowledge from baseline, no statistically significant increases 
were noted.38 
 One study measured participants’ most valuable lessons learned during 
the intervention. Categories with the highest percentages were 1) stigma 
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reduction and advocacy for HIV positive and at risk individuals and 2) having 
accurate knowledge about HIV and AIDS, to avoid harboring stigma based on 
misinformation.3 Another study measured the rates of HIV testing in church 
members pre- and post-intervention between experimental and control groups. 
Within the intervention groups, this study reported a significant increase in rate of 
HIV testing among congregants. Thirty two percent of participants in intervention 
churches had completed an HIV test in post-intervention follow-up measures 
versus sixteen percent in control churches.35 
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Table 3: Quantitative Efficacy Measures in Church-based HIV Intervention Studies 
 
Intervention 
Name & Year 
Published 
Location Parameters 
Studied 
Efficacy Parameter Quantified Result 
 
T.I.P.S. 
(Taking it to 
the Pews), 
2013  
Kansas 
City, 
Missouri 
& Kansas 
City, 
Kansas  
Implementation 
& Efficacy  
1. Reduction in HIV stigma in 
Church Congregants in post-
intervention measures   
 Reduction at: 
o 6 months (p= 0.92) 
o 12 months (p=0.7)  
 Non-significant 
reductions, but 
reduction “trended 
towards significance”36  
Your Blessed 
Health, 2008 
& 2010  
Flint, 
Michigan  
Implementation 
& Efficacy 
1. Youth’s knowledge of HIV, 
self-efficacy, and perceived 
support from adults 
2.  Subset of youth survey data 
suggested increased sexual 
health knowledge pre vs. 
post-intervention  
3. Pastor comfort in discussing 
HIV/AIDS in church: scale of 
1—not comfortable and 5—
extremely comfortable, pre 
vs. post-intervention.  
o  Statistical significance 
not measured 
1. No significant 
reductions38,39  
2. Increased percentage of 
correct condom use 
knowledge (25.3% vs. 
27.1%) 
o Confidence in 
choosing abstinence 
(77.6% vs. 81.4%) 
3. 2.88 pre-intervention vs. 
3.88 post-
intervention38,40,41 
 
Project 
F.A.I.T.H.H. 
(Faith-Based 
Anti-stigma 
Initiative 
Rural 
Alabama, 
USA  
Implementation 
& Efficacy 
 Reduction in HIV stigma in 
Church Congregants in post-
intervention measures   
 Reduction of -.70 in 
intervention groups vs. -
16 in control groups, 
adjusted p < 0.0534  
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Towards 
Healing 
H.I.V./A.I.D.S, 
2018  
F.A.I.T.H. 
Intervention ( 
Facilitating 
Awareness to 
Increase 
Testing for 
HIV), 2016 
Los 
Angeles 
County, 
California  
Implementation 
& Efficacy 
1. Change in rate of HIV 
testing, pre vs. post-
intervention  
2. Reduction in HIV stigma in 
Church Congregants in post-
intervention measures   
1. 32% of intervention 
church participants vs. 
16% of control church 
participants completed 
an HIV test in post-
intervention follow-up 
surveys, p < 0.001 
2. No significant 
reductions35 
Project 
F.A.I.T.H. 
(Fostering 
Aids 
Initiatives that 
Heal, 2013   
South 
Carolina, 
USA 
Implementation   No efficacy measures45  N/A 
C.U.S.H. 
(Churches 
United to 
Stop HIV), 
2005  
Broward 
County, 
Florida, 
USA 
Implementation   No efficacy measures44  
 
 N/A 
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Qualitative outcomes  
This section will serve to summarize lessons learned in the 
implementation of different interventions. Several universal themes emerged as 
crucial to successful implementation:  
 
1) Extensive consultation with church leaders in the design phase of intervention 
implementation to ensure that efforts would be effectively socio-ecologically 
couched within church doctrine and beliefs, for maximum effect (N=5). 
 
 2) Training and delegating intervention tasks to church members to ensure buy-
in and ownership of efforts (N=6).  
 
3) Collaboration with outside community organizations to increase interventional 
reach and connectivity with at risk people (N=2).  
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Figure 1. Qualitative Implementation Outcomes in Church-based HIV 
Intervention Studies 
 
Lesson learned 1: Consultation and Collaboration with Church Leaders  
 Most intervention-based studies addressed the crucial importance of 
consultation with target congregations in the design and implementation phases 
of programming.3,37,38,42,43 Most broadly, two studies began recruitment 
collaboratively by first approaching denominational leadership and pastors of 
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congregations to discuss research aims at the outset before approaching 
individual churches. This show of good will was received well by church 
leadership and encouraged collaboration and trust from the beginning.3,42 Studies 
cited creation of program components with the constant feedback and input from 
the participating congregations as being especially effective.3,37,38,43 Furthermore, 
all churches differed in multiple aspects including their comfortability with 
intervention content, doctrinal beliefs, and perceived ability to carry out different 
programming components. It was reported that the researchers worked with 
congregations individually to ensure that each felt empowered to implement 
programming within their unique circumstances.3,37,38,43  
Program design was frequently reported as labor intensive by 
researchers, citing many iterations passed between researchers and 
congregations to achieve a reasonable consensus. These compromises ensured 
that necessary intervention components and concepts were included, but were 
presented in a way that churches felt was appropriate.3,37,38,43 Studies also 
reported the benefit of open forum discussions and town hall meetings to discuss 
successes, failures, and room for growth in the interventions.3,37,38 These 
opportunities further facilitated the collaborative element of intervention design.  
 In the planning and collaboration phase, several studies showed that 
churches were uncomfortable with certain portions of intervention content. In 
particular, there was reported discomfort regarding presenting condom usage as 
a prevention strategy given the concern that this may encourage sex outside of 
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marriage, presenting a biblical dilemma. Churches also believed that only 
focusing on high risk populations such as MSM may actually stunt opportunities 
for engagement of certain, more prejudiced church members. Given these 
limitations, churches felt that framing the intervention as more of a public health 
issue and less of a moral and sexual issue targeted at specific at-risk groups 
would be more effective in engaging church members in prevention 
programming. This theme was common to multiple studies. Promoting HIV 
prevention from the angle of overall health and wellness was reported as an 
enabling factor to gathering congregational support and approval.38,43 
 Given the intensive collaborative nature of program design and planning, 
some interventions had a pilot testing phase to ensure that congregation 
members would interact with and approve of the intervention. These pilots were 
reported as being valuable for quality assessment, data analysis, and 
generalizability. Additionally, pilots were cited as useful for continued revision 
and collaboration with congregations on programming content and 
implementation.3,38,43  
 
Lesson Learned 2: Increasing Church Support by Training Church Members to 
Help Implement Intervention 
 Nearly all interventions reported training church members and leaders to 
implement programs in their congregations. This facilitated greater buy-in and 
sustainability of prevention goals within churches. Due to the large scale of 
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intervention operations, individuals were trained to carry out specialized tasks 
such as administrative duties, project financial management, and intervention 
aspects of pastoral and educational nature. This was reported as an especially 
effective strategy in the implementation process.3,37,38,42,43 These opportunities to 
immerse members of the congregation in the intervention gave individuals a 
chance to showcase their talents and to take ownership of efforts. One study 
noted that securing funding to compensate church intervention staff for their 
efforts was important to increasing initiative and keeping staff focused, especially 
given some of the necessary but dull monitoring and evaluation tasks.42 Three 
interventions described training a liaison to handle communication of planning 
logistics between the busy pastoral staff and the researchers. An implementation 
of this type of position was described as useful to assure follow-through, proper 
program evaluation, and effective communication between churches and 
researchers.3,37,44  
 
Lesson Learned 3: Collaboration with Community Organization in HIV Prevention 
 Two of the six interventions discussed collaboration with outside 
organizations in the community to extend reach of efforts. Some of the examples 
cited were other HIV prevention groups, social service groups, and housing 
organizations. Churches with intervention programs joined efforts in AIDS walks 
and other community events where they were able promote and gain awareness 
for the intervention work being done.38,42  
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Figure 2. The Three Levels of Investigation in Church-based HIV Studies  
 
DISCUSSION 
 
Given the limited published literature investigating the role of religious 
organizations in HIV/AIDS, a scoping analysis was performed in order to bring 
together the significant findings at each level of investigation. This approach 
facilitated a wide-angle assessment of church-based programs and their many 
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inherent complexities. After reviewing the literature at each level, three over-
arching themes clearly emerged. In studies that focused on the perceptions of 
BMSM, a common polarizing factor reported was experienced religious 
stigma.10,13,14,16,17–20,23 Church-based studies which interviewed pastors found that 
biblical and doctrinal limitations were a common impediment to program 
implementation.9,11,21,22,28,29 In studies which reported on interventions, all 
concluded that collaborating with congregations on program design was crucial 
to program integration and success.3,37,38,42,43 By reviewing and critically 
analyzing these findings at each level, the researcher was able to draw 
conclusions on the current state of church-based HIV programming, on gaps that 
can be addressed, and on implications for future research in this area.  
First, this review identified several prominent barriers and facilitators to 
BMSM church engagement across studies. Most nuanced barriers reported by 
BMSM were rooted in religious stigma in church and home settings.10,14,16,17–20,23 
The polarizing experiences BMSM have in church offer valuable perspective for 
how to best emphasize the positive aspects and minimize the negative aspects 
of church involvement in order to successfully engage this high risk group by 
mitigating stigma. A common theme across several studies was BMSM’s 
internalized scrutiny of their sexuality as a “lifestyle choice” and the churches’ 
association of homosexuality with HIV and AIDS.13,14,16,23 Interventions could 
focus on redirecting the congregational dialog away from sexual behaviors and 
preferences and toward a focus on total health. This approach may help BMSM 
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feel less singled out in church discussions of HIV while simultaneously educating 
more prejudiced church members that HIV infection does not discriminate. 
Church pastors expressed similar suggestions for reframing talks of HIV 
prevention.21,24,27,32  
By starting the conversation with overall health and wellness, those who 
are less comfortable with the concept of homosexuality may be more likely to 
actively participate in church programs, despite their beliefs. Addressing 
HIV/AIDS in this way has the potential to benefit churchgoers on both sides of 
the issue and to non-threateningly encourage engagement in programming. 
Going a step further, as suggested by some church leaders, HIV should be 
addressed as a public health and medical issue.27 This could be accomplished by 
providing education on racial disparities in HIV transmission and life-time risk, 
while working to deconstruct stigmatic associations of HIV/AIDS with 
homosexuality. In this way, church members may be able to embrace efforts 
without feeling as if they are going against their biblically based beliefs. 
Interventions have done well to provide HIV education while reframing the 
dialogue surrounding HIV/AIDS to fit the church’s belief system.3,37,38,42,43 
In practical terms, one approach that may facilitate HIV programming in 
terms of overall health would be to provide education on the lifetime risk for HIV 
infection for African American women and men, outside the context of risk 
behaviors. One in twenty Black men (versus 1 in 132 White men) and one in 
forty-eight Black women (versus 1 in 880 White women) will experience HIV in 
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their lifetime.1 Thus, there is a large disproportionality in HIV infection prevalence 
in the Black community when compared with White people, even apart from 
considering the issue of sexual orientation. Educating church members and 
pastors, perhaps by leading efforts with these statistics, may garner more 
support than using statistics on BMSM lifetime risk for HIV. While the latter is 
clearly a more shocking statistic, it is rooted in a sexual behavior that directly 
clashes with Black church doctrine. If researchers and agreeable church leaders 
can spearhead interventional efforts with these more generalized statistics, they 
may be more successful in framing HIV education and prevention in terms of 
overall health and in garnering a higher level of support from church members. 
Secondly, the researcher reviewed published literature which examined 
the perspectives of Black church leaders on starting HIV prevention programs 
within their congregations. These studies provide insight into churches’ ability to 
effectively meet the needs of the high risk BMSM in HIV programming. Ignorance 
about and denial of the seriousness of the HIV epidemic in Black communities 
(particularly within BMSM) is one of the most prominent barriers to program 
implementation9,24–28  Equally problematic are biblical and doctrinal 
interpretations which affect readiness to implement.9,11,21,28,29 Both of these 
barriers are highly influenced and perpetuated by church pastors and clergy. 
Several studies described the pastor, with consideration of his experience 
leading his congregation, as an important decision maker or “gatekeeper” to 
allowing church-based HIV programming to be implemented.11,27,29,30 Given this 
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potential impediment to church engagement, intervention development 
researchers could give special attention to engaging and educating pastors and 
denomination leaders of the Black church with the intention that they will 
recognize the need and want to host programming in their congregations. Instead 
of approaching churches individually with the intention of recruitment to the 
studies, perhaps a top-down approach would be more efficient and effective. This 
type of engagement could be accomplished on the national level by researchers 
gaining access to denominational conferences and retreats where large numbers 
of representative clergy members would attend. One study mentioned using 
denominational conferences to conduct a needs assessment of pastors’ interest 
levels in HIV programming within their respective congregations and disseminate 
intervention findings post-implementation.37 However, only one study briefly 
noted a successful use of these conferences for church recruitment purposes.3  
In future interventional efforts to recruit congregations and create awareness for 
the research, researchers could give presentations on HIV in Black communities 
and on the church’s potential for reaching high risk groups, citing intervention 
outcomes and successes. This approach may be able to have high impact in 
reaching church leaders who may be interested in hosting programming yet may 
not know how or where to get started. This approach could streamline church 
recruitment and education by reaching many churches at once, while 
simultaneously saving time and resources. Lobbying church leadership on the 
national level may also present opportunities to field faith leaders’ concerns 
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about biblical implications as well as their concerns regarding HIV programming. 
Researchers could use this opportunity to confront stigma directly, and to debunk 
myths about HIV transmission on a national level. This approach to recruitment 
and stigma reduction may have a trickle-down effect into smaller congregations.  
Lastly, interventions were designed in collaboration with churches to 
create programs which felt comfortable to church members while still including 
accurate, scientifically based HIV prevention information. These studies primarily 
reported on implementation successes and lessons learned.3,34–38,42–45 While 
these findings are valuable in assessing how well programs were received and 
facilitated, future research must continue to address and quantify whether these 
interventions are effective in reaching high risk populations such as BMSM. The 
research at present is mostly focused on the question, “Can HIV programs be 
implemented in churches successfully?” Data from the interventions show that 
successful implementation is possible.3,34–38,42–45 However, as research in this 
area continues to grow, monitoring and evaluation to quantify the access of 
BMSM (and other high risk groups) to interventions will be necessary. To 
strengthen the power of the data available on church-based HIV programs, future 
interventions could focus not only on lessons learned in implementation, but on 
quantifying biomedical outcomes for at-risk persons accessing the intervention. 
Enrolling larger numbers of intervention participants and analyzing outcomes for 
statistical significance are ways in which this may be achieved.   
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In addition to access, potentially useful measures for future interventions 
to study are BMSM uptake of HIV prevention information and resulting health 
outcomes. Outcome parameters could include post-intervention reported condom 
usage, frequency of HIV testing, and comfortability with one’s sexuality in church 
settings. These parameters could be measured at baseline and then again at 
different time intervals across the intervention. Another potentially useful efficacy 
outcome that could be measured post-intervention is the uptake of biomedical 
prevention tools such as pre-exposure prophylaxis (PrEP) against HIV by 
participants. Given that PrEP initiation is directly linked to HIV testing services, 
quantifying and determining the significance of these outcomes may be useful in 
assessing interventional impact and facilitation of positive changes in sexual 
behaviors. Even though the church may not directly endorse PrEP discussions 
within program curricula, these outcomes could still be significant and speak to 
participant level of uptake of HIV prevention information during the intervention. 
Measures may provide more informative data on whether churches can 
effectively implement programming, while also facilitating better sexual health 
outcomes for BMSM and other high risk groups. While these potential findings 
may be useful, it is important to consider them as a correlation between church-
based HIV interventions and biomedical prevention uptake—not a causation. 
Findings should be interpreted with caution.  
The limitations of this research are that studies were chosen only with 
participants from across the Unites States, citing different geographical risk 
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profiles, local cultures, and perceptions regarding HIV/AIDS. This may affect 
generalizability of findings, especially when—for example—comparing studies 
conducted in the rural south with those conducted in more urban settings such as 
New York City. Another limitation of interview-based studies is the reliance on 
self-report and the influence of response bias when answering researchers’ 
guiding interview questions, intended to prompt genuine responses from 
participants. The qualitative nature of these studies may not account for other 
confounding influences that promote stigma within the Black community which 
may not have religious roots.  
Despite limitations, this relatively recently identified area of research has 
potential to change the approach of HIV prevention for high risk populations such 
as BMSM. Studying and implementing HIV prevention in the Black church may 
facilitate structural barrier elimination and may open the door for other 
stigmatized, at-risk groups to also eventually gain access to prevention services 
in church settings. Hopefully as this field of research continues to grow, a shift in 
church mentality will take place, yielding congregations that are more liberal in 
their thinking and more inclusive in outreach efforts to groups like sex workers 
and injection drug users who also experience heightened HIV infection risk. As 
new studies emerge on HIV prevention within the Black church, the literature 
may be able to serve as a template for engaging persons at risk for HIV in other 
types of community-based organizations. Given the current sociopolitical climate 
in the United States, especially with regard to supporting research on racial and 
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minority disparities, community-based organizations are uniquely positioned to 
play a vital role in HIV prevention.  
 
CONCLUSION 
 
 In summary, church-based HIV preventions are the subject of a growing 
area of research and have the ability to reach high risk populations such as 
BMSM in their programming efforts. Future research should focus on increasing 
the number of studies in each level of engagement while continuing to explore 
themes related to facilitators and barriers to engagement and implementation. 
Researchers designing new church-based interventions should take care to 
consider the literature at each level of intervention while focusing on developing 
methods for monitoring of program efficacy and penetration into high risk groups.   
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